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Tabla 1
en las alteraciones descritas en el tratamiento con sunitinib

Valores analiticos antes y durante el ingreso. Puede verse un predominio claro de la citélisis (indice R > 5), congruente

Parametro Diez dias antes del ingreso Al ingreso Un dia tras el ingreso Dos dias tras el ingreso

Bilirrubina (md/dL) 0,79 7,13 7,51 11,47

GGT (U/L) 14 110 114 119

FA 105 230 243 265

GOT (U/L) 29 563 NA 835

GPT (U/L) 19 853 945 1.082

indice R 0,50 10,30 10,80 11,34

Plaquetas (103/pl) 377 45 41 19

PT (%) 107 35 29 Incalculable
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Captacion adrenal en PET/TC en
paciente con neoplasia de pancreas:
No siempre metastasis

uuuuuu

Adrenal uptake in PET/CT in a patient with
pancreatic neoplasm: not always metastasis

Mujer de 62 afos, con antecedente de histerectomia y oofo-
rectomia por cancer de Utero, paratiroidectomia izquierda
por tumor de Warthin y neoplasia de vejiga tratada con RTU,
que refiere dolor de espalda.

Se realizan TC abdominal (fig. 1 A/B) y RM abdominal
(fig. 1 ¢/D/E), que muestran nddulo suprarrenal izquierdo de
29 mm, bien definido, hipointenso y homogéneo en todas las
secuencias, compatible con adenoma y lesion ampular de 15
mm, solida hipointensa en todas las secuencias, compatible
con tumor ampular.

Analiticamente presenta perfil hepatico normal y un estu-
dio hormonal normal, descartando una lesion suprarrenal
hiperfuncionante (cortisol DXM, catecolaminas, aldosterona
y actividad basal de la renina).

Ecografia endoscopica (EUS): adenoma ampular con cre-
cimiento intracoledociano (NO). Biopsia: adenocarcinoma de
células en anillo de sello en el seno de adenoma velloso.

Ante una lesion suprarrenal izquierda en un paciente
con malignidad ampular confirmada, se realiza PET/TC,
que muestra captacion suprarrenal izquierda focal (SUVmax
4,6), sin captacion ampular. Se realiza PAAF de lesion adre-
nal, con resultado de citologia insatisfactoria.

Ante captacion suprarrenal focal en PET/TC, sin con-
firmacion histolégica de metastasis en paciente apta para
intervencion quirdrgica, se realiza adrenalectomia izquierda
con estudio intraoperatorio negativo para malignidad, por
lo que se continla con la cirugia oncoldgica propuesta y se
realiza duodenopancreatectomia cefalica.

Informe histoldgico: adenoma suprarrenal izquierdo y
adenocarcinoma ampular de células en anillo de sello en
el adenoma velloso ampular, con margenes libres (pT1aN0).

Hasta el 50% de todas las masas suprarrenales inciden-
tales en pacientes con malignidad conocida albergarian
metastasis'. El PET/TC es el estandar en pacientes con
lesion suprarrenal solitaria y malignidad conocida debido
a que la mayoria de los adenomas suprarrenales tienen
una actividad metabdlica baja, mientras que las lesiones
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Figura 1

RM T2 axial (A) y coronal (B) muestra una masa soélida que protruye en el interior de la segunda porcion duodenal en la

localizacion de la ampolla de Vater (punta de flecha). Esta imagen es compatible con tumor ampular. RM (C-D-E). Se objetiva lesion
adrenal izquierda (punta de flecha), que muestra caida de sefal entre las imagenes en fase (C) y fuera de fase (D) ponderadas en T1.
Esta ausencia de seial indica la presencia de grasa intracelular, considerado diagnostico de adenoma suprarrenal. No se demostrd

ninguna difusion restringida (E).

suprarrenales malignas tienen una actividad metabdlica
alta’?, con una sensibilidad y una especificidad del 97 y el
91%, respectivamente.

Segun la literatura, la captacion adrenal focal en PET/TC
llega a alcanzar una tasa de falsos positivos de hasta el
20%"2. Actualmente, y con estos datos, no hay consenso
sobre la mejor medida (SUVmax suprarrenal frente a la rela-
cion SUVs suprarrenal-hepatica), ni sobre el punto de corte
de SUVmax para distinguir entre lesiones adrenales malignas
y benignas®.

Se necesitan mas estudios sobre los hallazgos incidenta-
les de la PET/TC en pacientes con cancer de pancreas. Su uso
debe considerarse en pacientes con alto riesgo de metasta-
sis. Centrandose en las metastasis suprarrenales del cancer
de HBP, la literatura especifica es nula.

Por lo tanto, ante una captacion adrenal focal en la
PET/TC, se sugiere una alta sospecha de malignidad y es
necesario realizar mas estudios diagnosticos. Debe consi-
derarse la biopsia suprarrenal’?, y en caso de resultados

no concluyentes, el riesgo y las ventajas de la cirugia
oncoldgica deben incluirse en la toma de decision y ase-
soramiento preoperatorio con el paciente y con el oncologo
tratante.
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DRESS syndrome and drug-induced "
liver injury owing to antituberculous
treatment

Sindrome de DRESS y hepatotoxicidad por
tuberculostaticos

Drug-induced liver injury by antituberculous drugs (anti-
TBC) is an idiosyncratic drug reaction, more often associated
with isoniazid. Clinical manifestations may appear between
1 and 12 weeks after the onset of treatment, although they
usually do between 2nd and 4th week."?

A severe form of drug toxicity is DRESS syndrome (Drug
Reaction with Eosinophilia and Systemic Symtoms). It is cha-
racterized by fever, rash, eosinophilia and in many cases
hepatotoxicity. This is a serious and potentially fatal reac-
tion, with a mortality rate of around 20% if the responsible
drug is not discontinuated, so early diagnosis is of utmost
importance. Often it is not the skin involvement, but the
presence of hepatotoxicity is a crucial factor in prognosis.?->

A 69-year-old male presented to Emergency Room due
to fever and rash. The physical examination showed jaun-
dice and a cutaneous maculopapular rash with facial edema.
Laboratory tests identified hyperbilirubinemia (total biliru-
bin 10.32 mg/dl, conjugated bilirubin 9.72 mg/dl), elevated
transaminases (ALT 2095U/L, AST 1208 U/L, GGT 364 U/L
and alkaline phosphatase 566 U/L), leukocytosis with eosi-
nophilia (WBC of 13,800/uL with 17.6% eosinophils) and
coagulopathy (INR 2.31. Abdominal ultrasound showed no
relevant findings.

The patient had recently been diagnosed with tubercu-
losis so he had started first-line anti-TBC treatment with
rifampicin, isoniazid, ethambutol and pyrazinamide five
weeks before the onset of the clinical picture. The search
for the following alternative causes was negative: viral
infections (HAV, HBV, HCV, HEV, EBV, CMV), alcohol-related
liver disease, autoantibody titers, serum IgG, ceruloplasmin
levels and 24 urine cooper. Liver biopsy was considered, but
finally it was not done because the condition presented with
typical manifestations, alternative causes were ruled out
and the patient evolved favorably.

Due to the temporal relationship between drug therapy
and the appearance of the clinical picture and the exclu-
sion of other causes of liver disease, the diagnosis of DRESS
syndrome with acute drug-induced liver injury (DILI) with
hepatocellular pattern was established. It was decided to
stop treatment and prednisolone was prescribed in descen-
ding pattern.

The outcome was favorable with 8 weeks of treat-
ment normalizing liver function and transaminases levels.
However, upon restarting a 2nd and 3rd line of anti-TBC
treatment, our patient presented two successive episo-
des the second episode presented cutaneous manifestations
with mild asymptomatic liver enzyme elevation and in the
third episode he suffered facial edema and acute DILI with
hepatocellular pattern requiring new hospital admission and
systemic steroids treatment (Table 1).

During the follow-up period, the tuberculous disease wor-
sened; with pulmonary, pleural, lymph node and peritoneal
progression and the appearance of a chest wall abscess.
Therefore, it was decided to immediately restart a new 4th-
line anti-TB therapy, avoiding the potentially hepatotoxic
drugs. Such therapy was based on streptomycin, moxifloxa-
cin, ethambutol and linezolid. Surgical drainage of the chest
wall abscess was also performed. The patient completed
12 months of anti-TB treatment, achieving complete clini-
cal and bacteriological cure of tuberculosis disease, without
signs of liver damage during this period.

Several cases of Drug-induced liver injury and DRESS syn-
drome induced by anti-TBC drugs have been reported in the
literature. The main associated drugs are the first-line anti-
TBC drugs; isoniazid, rifampin and pyrazinamide, especially
when used in association as in the case we present.">* For
the diagnosis of drug-induced liver injury and/or DRESS syn-
drome, clinical suspicion is very important, together with a
comprehensive anamnesis of drug use, which will allow us to
consider the temporal relations between drug intake and the
development of the clinical picture The exclusion of alter-
native causes of liver damage is of utmost importance.”*

In the case we report, due to the successive changes of
anti-TBC treatment, it is not possible to define with cer-
tainty which drugs are responsible for the liver damage
episodes. Rechallenge tests were not performed due to
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